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Aim and Objectives

• Define OH Physiotherapy 

• Define the remit of OH Physiotherapy Practice:

A) As an individual and as part of an OH team.

B) In Terms of Reactive and Preventative (essential) competencies. 

• Micro and Meso aspects of OH physiotherapy and wider work+health

considerations

• Three different case studies to highlight how awesome we are!



What are OH Physiotherapists? 

• Allied Health Professionals abiding standards set out by HCPC.

• Chartered Physiotherapists specializing in Occupational Health.

• ACPOHE is the Association of Chartered Physiotherapists in Occupational 

Health and Ergonomics.

• OH Physiotherapists are typically involved with the assessment, diagnosis, 

treatment/rehabilitation and management of employees that may present with 

a whole array of conditions and disability.  



What is an OH Physiotherapist? 

• Like Sports Physiotherapists, our job is to help keep staff in the 1st 11.

• Assessment, treatment, rehabilitation and case management of employees suffering from 

with MSDs, disabilities, Long Covid, Mental Health Problems, Chronic Pain, Pulmonary 

Problems, Neurological Conditions, Rheumatoid Arthritis, Cancer and more. 

• As part of an OH Team :  More of the same, but typically has defined boundaries 

depending on policy, team makeup and competencies within the team. Often involved with 

service development, depending on emerging trends in companies and societies.

. 



Rehabilitation and Reactive Scope

• Diagnostics and clinical reasoning

• Case Management and report writing. 

• Clinical treatment and prescribing home exercise programs.

• Functional assessment rehabilitation – work specific. 

• Functional Capacity Evaluation.

• Physiotherapy versus psychologist. 

• Statistics – work-relatedness, referral areas, body parts. 

• Team Work – Occupational Health Team, Health and Safety Team, 

HR, Engineering and the business as a whole. 



Ergonomics and Preventative Scope

• Sharing statistics and relevant information to OH team / Client/ 

Company regarding work-related numbers, higher risk areas and 

more. 

• Workplace and workstation assessments

• DSE, Manual Handling and Vehicle Assessments

• Larger Ergonomics Assessments

• Health Campaigns.

• Training in posture, movement, preventative exercise, manual 

handling, DSE, Vehicle setups and more. 



Wider Scope of an Occupational Health Physio
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Introduction

MECC (Exercise, Smoking, Alcohol, BMI, 

Movement)

Work ‘fitness’ – Functional capabilities

Psychosocial and 

organisational  considerations 

(Blue/Yellow/Black Flags)

Ergonomic 

Interventions

“The good physician treats the disease; the great 

physician treats the patient who has the disease.” ― Sir 

William Osler

“Good surgeons know how to operate, better ones 

when to operate, and the best when not to operate” 

― BMJ, 1999

OH ethics in applied context is described as ‘two-master ethics 

or dual obligation’ (Employer and employee) (Black et al, 2008)



Overview of existing UK workforce 

challenge 

2019-2023

55% 
increase in sickness 

absence across the 

UK

Sick leave report            

(Access People HR, 2024)

Average rate of employee 

absence:

2019 - 5.8 days per employee

2023 – 7.8 days per employee

Health & wellbeing at work 

report (CIPD, 2023)



Overview of existing UK workforce challenge 

24% of the UK population DWP & ONS (2023)
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Interventions

Supporting people back to work is not just about the economy – substantial personal 

and social benefits 

The benefits come from good jobs – safe and acceptable 

9.2 million people aged 

between 16 and 64 in the 

UK are not in work nor 

looking for a job. The total 

figure is more than 700,000 

higher than before the 

coronavirus pandemic.

ONS, 2024
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economic inactivity

7.8 days per person 
off work per year

Due to stress and 
MSK

Helping millions 

of people

RTW is important

Helping people 

stay in work with 

the below context 

is of = importance



MECC (Exercise, Smoking, Alcohol, BMI, 

Movement)

Work ‘fitness’ – Functional capabilities

Psychosocial and 

organisational  considerations 

(Blue/Yellow/Black Flags)

Ergonomic 

Interventions

Smart physiotherapy is required

New circumstances and contexts require new solutions

The current approach is not working in terms of reducing work disability 

RTW requires actions focussed on the individual employee / patient in front of you
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Smart physiotherapy is required

Prof 

Kim 

Burton

2020
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Ergonomic 

Interventions

Challenges 

42% of employed people had problems at work

Struggle with the physical components of their 

job

Social pressure to maintain employment and 

return to work

Guilt towards other colleagues and managers

Assistance needed to modify the workplace

Insufficient advice or support in relation to work 

practices and safe transition of return to work

HCPs more likely to advise work avoidance
rather than strategies to help maintain employment



MECC (Exercise, Smoking, Alcohol, BMI, 

Movement)

Work ‘fitness’ – Functional capabilities

Psychosocial and 

organisational  considerations 

(Blue/Yellow/Black Flags)

Ergonomic 

Interventions

Challenges

Individuals often struggle to maintain their work ability

They often do not have a more serious health condition or more severe injury

-it is less what has happened to them and more why they don’t recover as expected

-its because they face obstacles to recovery and participation (BPS is required)



MECC (Exercise, Smoking, Alcohol, BMI, 

Movement)

Psychosocial and 

organisational  considerations 

(Blue/Yellow/Black Flags)

Ergonomic 

Interventions

What do we say?
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MECC (Exercise, Smoking, Alcohol, BMI, 

Movement)

Work ‘fitness’ – Functional capabilities

Psychosocial and 

organisational  considerations 

(Blue/Yellow/Black Flags)

Ergonomic 

Interventions

Smart solutions  

robust evidence to suggest that a lack of work-focused healthcare (i.e. a failure by 

healthcare professionals to address work issues within the clinical encounter) is an 

obstacle to work participation 

Gatekeeper vs Advocate 

“People who return to work early, even in a limited capacity, have the fastest recovery 

rates.”

“Going to work encourages activity, which helps your recovery.”

“Work is an important part of our lives and provides us with a daily routine and self-

esteem.”

“An early return to the workplace is a very important step in your recovery process.”

“In the initial stages of your return to work, it’s important to pace yourself and take regular 

breaks e.g. for rest and movement”

“What three things about your health problem and your work are affecting your work ability 

– in other words, what’s making it difficult to stay at work (or get back to work?)”

Healthcare

Can help 
or hinder!
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MECC (Exercise, Smoking, Alcohol, BMI, 

Movement)

Psychosocial and 

organisational  considerations 

(Blue/Yellow/Black Flags)

Ergonomic 

Interventions

Smart solutions  

Dr Adrian Massey, 

2022



Summary

Dr Adrian Massey, OHP, 2021

& Prof. Kim Burton, personal communication

2022

Healthcare has a key 

role in common 

health conditions but 

treatment by itself 

has little impact on 

work outcomes

Treating in isolation 

can remove patients 

from the workplace 

and act as a barrier 

to successful rehab

Temporary provision of modified 

work and adjustments is 

effective and cost-effective

It reduces work days lost and 

the no of injured workers who 

go on to develop chronic 

disability 

Work focussed healthcare and 

accommodating workplaces 

are needed but this is a classic 

systems issue



Case Study 1

- 42-year-old male absent from work for 2 days following gradual onset and worsening of Lower 

Back Pain over the course of 2 months. 

- Referred by manager, asking for information around diagnosis, return-to-work date and work 

adjustments.

- Symptoms moderate to severe, struggled with job prior to absence. 

- Recent change in job role within the factory, change in management and change of work 

colleagues.

- Employee reports heavy lifting and repetitive bending due to faulty lifting equipment. 

- Clinical reasoning indicates posterior soft tissue injury to Lx spine, flexion reproduces symptoms, 

extension reducing symptoms. Loss of both flexion and extension. Positive prone SLR and 

palpation of both lumbar erector spinae musculature. Normal mobility on PA L5 - L1, mild 

reproduction of symptoms only. No red flags, no neurological symptoms. Fit and healthy, gym 

goer. 

- Employee voices conflict with Team Leader.



Case Study 1

Discussion
Case Study 1. What are your thoughts to barriers to return to work? How would 

you case manage this employee? (padlet.com)

https://padlet.com/mrcameronblack/case-study-1-what-are-your-thoughts-to-barriers-to-return-to-va9r1px2ljm4dr3r
https://padlet.com/mrcameronblack/case-study-1-what-are-your-thoughts-to-barriers-to-return-to-va9r1px2ljm4dr3r


Case Study 2

Dr Stevens, a 42-year-old ophthalmologist, developed chronic neck 

pain (approx.16 weeks on referral to OH) due to prolonged periods 

spent in a forward-leaning position while examining patients and 

performing diagnostic eye procedures. It caused headaches and 

affected her productivity and job satisfaction.

Dr Stevens was concerned that physical activity might exacerbate 

her neck pain.

Her pain intensity fluctuated based on her daily workload, making it 

challenging to adhere consistently to exercises and HCP reviews. 

Also fear of appearing "weak" or needing “special treatment”

Case Study 2 (padlet.com)

https://padlet.com/mrcameronblack/case-study-2-2876jjvi70kiad7m


The issue 



Organisational + Individual risk factors



MSK conditions - Risk 

Table 1 - From Guidelines: Better musculoskeletal health for Anaesthetists [1]  



Principles 

Decrease tissue load Increase tissues strength and resistance



MSK Pain in Ophthalmology: The Problem

In a 2015 UK study 62.4% of 518 consultant ophthalmologists reported back and/or neck pain. Of

those surveyed, over 30% reported pain while operating or using a slit-lamp.

MSK pain is a major contributing factor in reducing Ophthalmologists’ productivity and increasing

the risk of leaving the healthcare workforce.

The Ophthalmologist’s work involves a combination of:

• visually demanding work (fine motor control and close visual focus),

• repetitive tasks within a high-volume clinic,

• prolonged awkward postures and head/neck positions while working,

• frequent pull/pushing/rotation of slit lamp tables to allow patient entry/exit from clinical

area.



Considerations for Clinicians 

• Head, neck, torso should ideally be aligned in a neutral posture, without the neck in a forward posture/poking chin. 

• Adjust your chair height so that your hips and knees are at 90 degrees, then bring the height of the slit lamp table up 

or down, and the slit lamp itself forwards or backwards, so that you can view through the eye pieces without hunching 

your neck, shoulders or back.   

• When rotating the slit lamp table for the patient to enter or exit the area, try to do this smoothly with one hand on each 

side of the table, so that that load is shared evenly across both hands, rather than through one wrist only.  If the table 

castors do not glide easily, please raise this with your line manager. 



• Once your position has been optimised, help the patient to adjust their seat to bring 

themselves into suitable position for the assessment.  This [may] mean that the patient is a 

little uncomfortable for 2-5 minutes, once, instead of the clinician being in that awkward 

position over 30-40 times every day. 

• If you regularly rest your elbow onto the table for stability of your hand, consider using elbow 

rests for a cushioned surface.   

Considerations for Clinicians 

Slit lamp assessment - Elbow rests in place [6] 



Relievers and preventers



Case Study 3

Devi, 61-year old cleaner presented with ankle fracture, tripping over 

garden furniture and managed conservatively. C/o Mid and LBP 12 

weeks post injury. >3 units of alcohol per day, previous smoker, 

post-menopausal. H/o low trauma wrist injury 1 year ago. 

BMI of ≤ 19 kg/m2. Treated conservatively for 8 weeks within MSK 

secondary care. Referred to OH for opinion on symptoms and work 

ability. 



Case Study 3 – Outcome 

“These broken bones break lives – the UK’s fourth biggest cause of 
disability and early death”



Case Study 3



Contemporary understanding of pain?



Contemporary understanding of pain?



Body + Mind relationship 





Summary



Conclusion

“A jack of all trades is a master of none”

+ Specialist backgrounds 

? MSK ?Neuro ? Trauma ? Ortho ? Resp

”but often times better than a master of one”

Being a generalist is needed for OH practice! 
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Thank you
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